Clinic Visit Note
Patient’s Name: Lynn Jakubowski
DOB: 04/20/1964
Date: 03/18/2025
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of right hip pain, low back pain, and followup for hypertension and smoking habit.

SUBJECTIVE: The patient stated that she has noticed pain in the low back on the right side and on and off for the past several months. She had x-ray of the back and it showed severe degenerative changes and narrowing of the spinal canal. Also the degenerative disc is prolapsed. *________* progressively getting worse and now the pain level is 8 and there is no significant radiation of pain to the lower extremities.

The patient had x-rays of the right hip and it showed degenerative changes moderate to severe and she has difficulty walking at times and the pain level in the right hip is 8 and sometimes it is 9; however, the pain is less upon resting.

The patient came today as a followup for hypertension and her blood pressures are stable at home. Sometimes with the back pain blood pressure rises. The patient quit smoking two months ago and she restarted and she smokes four or five cigarettes a day and she is cutting down.
REVIEW OF SYSTEMS: The patient denied excessive weight gain, headache, dizziness, cough, fever, chills, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or skin rashes.

ALLERGIES: None.
PAST MEDICAL HISTORY: Significant for depression and she is on bupropion extended release 150 mg tablet one tablet daily as per the specialist.

The patient has a history of neuropathy and she is on gabapentin 300 mg capsule one capsule three times a day as needed. Also the patient has used lidocaine 5% patch apply to the back as needed.

The patient has a history of gastritis and she is on omeprazole 20 mg tablet one daily and also fatty acids 1000 mg one tablet twice a day.

RECENT SURGICAL HISTORY: None.
The patient has COVID infection x2.

FAMILY HISTORY: Mother has coronary artery bypass surgery and father had cardiac valve replacement and one sister had breast CA.
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PREVENTIVE CARE: Reviewed and the patient refused all vaccinations.
SOCIAL HISTORY: The patient is single. She lives with her son. Her smoking habits are four or five cigarettes a day. Alcohol use and substance abuse is none.

OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any thyroid enlargement or lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal first and second heart sounds without any murmur.

ABDOMEN: Slightly obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient ambulates without any assistance; however, her gait is slow.
MUSCULOSKELETAL: Examination reveals tenderness of the right hip joint and weightbearing is most painful. The patient walks with a limp.

Lumbar spine examination reveals tenderness of the lumbar disc at 5 and 4 level and lumbar forward flexion is painful at 45 degrees.
I had a long discussion with the patient regarding treatment plan and all her questions are answered to her satisfaction and she verbalized full understanding.
______________________________
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